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Introduction

This standard operating procedure (SOP) has been developed to support FNHC clinical
staff and homecare staff to ensure a standardised approach for the provision of care to
those people who have or may be at risk of developing pressure ulcers and to ensure
consideration is given where there are potential Safeguarding concerns.

All clinical staff including NMC registrants, non-registrants and Allied Health Professionals
(AHPs) registered healthcare professionals caring for patients/clients/young people within
the care of FNHC services.

Pressure ulcers are a global concern. In the NHS in England, 24,674 patients were
reported to have developed a new pressure ulcer between April 2015 and March 2016,
and treating pressure damage costs the NHS more than £3.8 million every day (NHS
Improvement, 2018). In Jersey, our aim is to help prevent and reduce pressure ulcer
development and associated complications. FNHC have worked with other health and
care providers across the island to develop a framework that can be used across the
Island by services that provide care to people who may be at risk of developing pressure
ulcers. Island Wide Pressure Ulcer Prevention and Management framework

Pressure ulcers can develop and deteriorate quickly, particularly in people considered to
be at high risk, for example neonates, people with frailty, limited mobility or diabetes,
those who are nutritionally compromised or at end of life .A pressure ulcer is defined as
localised damage to the skin and/or underlying tissue, usually over a bony prominence
(or related to a medical or other device), resulting from sustained pressure (including
pressure associated with shear and/or friction). The damage can present as intact skin or
an open injury and may be painful. (NHSI, 2018)

The SOP supports delivery of person centred, optimal care standards by FNHC to prevent
pressure ulcers and guide measurement

The SOP supports compliance with Jersey Care commission standards for homecare
https://carecommission.je/wp-content/uploads/2019/02/JCC-Care-Standards-Home-
Care and also Healthcare Improvement Scotland (2020)

https://www.healthcareimprovementscotland.org/our work/standards and guidelines/st
nds/pressure ulcer standards.aspx
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SOP 1 Prevention of pressure ulcers

Purpose

This SOP supports the principles of realistic medicine which recognises the
importance and value of informed choice and ensuring that people are at the center of
care decisions. https://www.realisticmedicine.scot/

In addition, it emphasizes the role of multidisciplinary working and coordinated care
and support for people with, or at risk of developing, pressure ulcers.

Scope

All clients, patients, children and young people in the care of FNHC at risk of
developing, or identified with, pressure ulcers regardless of age.

Core Requirements

Purpose-T is the agreed risk assessment tool to be utilised for all people in the care
of FNHC. This will replace the current Waterlow risk assessment tool

For those staff able to access EMIS Purpose—T is a template on EMIS and must be
completed at the first contact with the patient, client, child or young person. For staff
unable to access EMIS, this should be completed as a hard copy and placed in the
patient’s supplementary record or hard copy record. (See Appendix 1)

Where completion of the Purpose—T is not possible during the initial contact then the
reason for this and the plan to complete must be documented in the person’s care
record and discussed with the clinical coordinator/Registered manager.

Following completion of the Purpose-T a pathway will be indicated to inform practice
and appropriate interventions for care planning.

Purpose-T should be reviewed according to the pathway and clinical judgement,
especially if the patient, client, child or young person’s clinical condition changes but
as a minimum monthly.

Patients, clients and carers should be provided with the required education and
understanding of pressure ulcer prevention so that they know to alert the care team to
any changes in the person’s health and wellbeing that may increase their likelihood of
developing pressure ulcers. The information shared should be documented in the
person’s care plan/records and the person or their carer should be provided with the
Pressure ulcer prevention leaflet. It is important to check the person’s understanding
of this information and that they know how to contact the service to raise a concern.

Where a client, patient, child or young person is unable to move or reposition
independently or uses mobility aids, then a moving and handling risk assessment
should be completed on their EMIS or hard copy record

Where aspects of the pathway are not followed, the rationale for this should be
documented in the person’s nursing record e.g. patient choice.

Where there are concerns about a person’s concordance and they have capacity to
make decisions about their health in relation to pressure ulcer prevention, then a
concordance risk assessment should be completed with the person and placed on
their EMIS or hard copy record.
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Consideration should be given to the benefit of a care passport (Appendix 2) available
on EMIS or hard copy to support joint care planning and concordance.
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SOP 2 Identification of pressure ulcers

Purpose

This SOP will ensure that all FNHC clinical staff and homecare staff will use consistent,
accurate terminology to describe and recognise pressure ulcers to support effective
written and verbal communication, treatment and ongoing care.

Scope

All clients, patients, children and young people in the care of FNHC at risk of
developing, or identified with, pressure ulcers regardless of age.

Core Requirements

Pressure ulcer categorisation is defined by NHSI (2019) (Appendix 3)

At each contact it is expected that skin integrity will be checked/discussed by the
visiting professional.

The check/discussion needs to be informed by the patient’'s presenting condition,
clinical judgement and level of risk. The level of risk is informed by the Purpose-T risk
assessment. The appropriate pathway will inform ongoing clinical response.

Clinical judgment of a registered healthcare professional should support and inform
level of risk and appropriate response. Non Registered staff are able to complete the
Purpose-T but must discuss with registrant when within the Community Nursing, Rapid
Response Reablement or Child and Family teams.

Home Care can complete the Purpose-T but should escalate and refer to the
Community Nursing teams when they identify a person who is high risk or is presenting
with non-blanching erythema or when further input is required for advice or care.

Where a patient /client /young person declines a skin inspection this should be clearly
documented in their EMIS/hard copy records including details regarding the discussion
surrounding risks. Capacity should be considered in respect of the patients/client
/young person’s understanding of the risks and their decision making.

Where there is persistent refusal to allow skin inspections this should be escalated
and a plan agreed to manage risk. A multiple risk assessment should be completed,
highlighting the concerns relating to concordance but other risk factors also, and to be
discussed and completed with input from the patient/client/'young person (Appendix
10).

Where there are paid care providers or the person is in a care setting, liaison with the
care manager should include their responsibility in developing risk management care
plans and escalating /referring concerns re skin integrity to FNHC

Where a care provider/care setting staff report no concerns with skin integrity the
registered healthcare professional should use their clinical judgement to determine an
appropriate approach to regular skin inspections. This should be detailed in the
patient/clients/young person care plan.

All pressure ulcers including unstageable, suspected deep tissue injury (SDTI),
category 1,2,3 and 4 should be reported on ASSURE.

Any deterioration of existing pressure ulcer should be reported on ASSURE.
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SOP 3 Management of pressure ulcers

Purpose

This SOP will support a multi-disciplinary team (MDT) approach to managing risks and
reducing deterioration of pressure ulcers.

Scope

All clients, patients, children and young people in the care of FNHC at risk of
developing, or identified with, pressure ulcers regardless of age.

Core Requirements

The Purpose-T (appendix 1) pathway will guide the Registered health professional in
developing the appropriate care for the patients/clients/young person

The Family Nursing & Home Care Wound Formulary (add in hyperlink as under review)
informs wound care choices. The wound formulary should inform discussions with
patients/clients/child/young persons about dressing choices and cost where these are
funded by the person.

Patient choice should be respected when making recommendations about
management and preventative interventions and these discussions should be
recorded in the person’s EMIS record. This includes equipment, dressings and
positioning.

Where a patient/client/child/young person is end of life (red/amber GSF), consideration
should be given to effective symptom management to support positioning and
personal choice. These discussions and decision-making regarding risk should be
clearly documented in the EMIS record.

Escalation to the Tissue Viability Clinical Nurse Specialist (TV CNS) should be
undertaken if there is an unexpected deterioration in the wound or a lack of progress
in healing, despite recommended interventions.

Consideration for conservative, surgical debridement or referral to the surgical team
for more extensive debridement should be discussed with TV CNS (Appendix 9 in
development).

Consideration for pressure mapping should be discussed with the TV CNS where
there is a concern about surface seating.

FNHC are able to offer trial pressure redistribution cushions/mattress overlays for
patient/client/young people to trail prior to purchasing.

Referral to an OT would be appropriate to assess and support with functional seating.

The GP should be informed in writing about any ongoing concerns regarding pressure
ulcer management or deterioration to Category 3/4 pressure ulcers.

Where wounds continue to deteriorate or fail to heal then an MDT meeting with the
GP, other professionals including care managers should be coordinated to manage
risks and support best practice.

Where it is thought that the current package of care or placement is no longer meeting
the patient/client/'young person needs then escalation to social work for an urgent
review should be undertaken via SPOR.
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SOP 4 Pressure ulcers incident/statutory reporting

Purpose

This SOP will ensure compliance with the Jersey Care Commission (JCC) Home Care
Standards Notifiable Events. Any incident that has or may pose a risk of harm a care
receiver

Scope

All clients, patients, children and young people in the care of FNHC at risk of
developing, or identified with, pressure ulcers regardless of age receiving care within
a Regulated Service

Core Requirements

All pressure ulcers including unstageable, SDTI, category 1, 2, 3 and 4 should be
reported on ASSURE.

Any deterioration of existing pressure ulcer should be reported on ASSURE.

Regulation 21 of the Regulation of Care (Standards and Requirements) (Jersey)
Regulations 2018 requires that a Registered Manager must notify the Jersey Care
Commission of such accidents or other events that have posed or may pose a risk of
harm to care receivers

All pressure ulcers category 2, 3, 4, SDTI or unstageable occurring in the care of FNHC
should be notified to the JCC by the Registered Manager or delegate within 2 working
days using the JCC notification of incidents form (Appendix 7) and sending securely
via EGRESS.

Learning from incidents will be actioned and monitored where appropriate to help
prevent a similar situation from occurring, as per Learning Events Investigation SOP
(Appendix 8).
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SOP 5 Pressure ulcers and safeguarding

Purpose

This SOP will support FNHC staff to | consider if any risks or incidents associated with
pressure ulcers are a safeguarding issue in respect of making safeguarding personal
and risk of harm.

Scope

All clients, patients, children and young people in the care of FNHC at risk of
developing, or identified with, pressure ulcers regardless of age.

Core Requirements

When managing pressure ulcers, it is important to determine the patient/clients/young
person view on the risks and development of the pressure ulcers.

Adults and children’s pressure ulcer decision pathways differ (Appendix 4 and 5)

Making safeguarding personal principles should apply when considering the next
steps:

Empowerment
Prevention
Proportionality
Protection
Partnership
Accountability

Where there are concerns about the risk to the individual or others then these should
be discussed with the safeguarding lead/operational lead /team leader.

Consideration for next steps should be informed by Safeguarding Adults Protocol
Pressure Ulcers and the interface with a Safeguarding Enquiry 2018
https://www.gov.uk/government/publications/pressure-ulcers-safeguarding-adults-

protocol.

The Adult Safeguarding Decision Tool should be completed by the Registrant/Team
leader and discussed with safeguarding lead/operational lead /team leader (Appendix
6)

Record keeping should reflect all decision-making and concerns.
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SOP 6 Education, training and competencies

Purpose

FNHC expects all clinical staff to develop and maintain skills, knowledge and
competence in reducing the risk and managing pressure ulcers.

Scope

All clinical staff including NMC registrants, non-registrants and Allied Health
Professionals (AHPs) and registered healthcare professionals caring for
patients/clients/young people within the care of FNHC services.

Core Requirements

Ensuring staff are competent and confident to deliver safe and high quality care will
ensure that the standards for education, training and information as described in
Health Care Improvement Scotland (2019) are met.

https://www.healthcareimprovementscotland.org/our work/standards and gquidelines
/stnds/pressure ulcer standards.aspx

The NHSI Core Curriculum (2018) should be used to guide content of training.

FNHC training can be found in FNHC education and development prospectus
L:\FNHC\Central Filing\Education & Training
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Appendix 2: Care Support Agreement

CARE SUPPORT AGREEMENT blank.pdf

Repair hyperlink
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Appendix 3: Pressure ulcer categorisation

Pressure ulcer categorisation m

Blanching erythema
Healthy skin may when to - for if the
legs are To test if has . light finger should be applied to see if

the skin blanches (goes white). In darker skin tones, redness may present as a darker area that
is grey or purplish. This is not a pressure uicer.
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Intact skin with ofa area, usually over a bony prominence. Darkly
pigmented skin may not have visible blanching: its colour may differ from the surrounding area. The area
may be painful, firm, soft. warmer or cooler compared to adjacent tissue. Category 1 may be difficult to

detect in individuals with dark skin tones. May ‘at sk’ (a sign of risk).
Tius reckess & permmtent et dioes ot blench TS redess wil ol DASch when Eresscre & aopbed
C y 2: Partial skin loss ' - .
Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink wound bed, without < . ;
slough. May also present as an intact or open/ruptured serum-filled blister. Presents as a shiny or dry -
shallow ulcer without slough or bruising.* This category should not be used to describe skin 1ears, taPE 1, seucr seroem et
bums, or Oester A shaow open uicer with &
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*Bruising indicates suspected deep tissue injury. sough
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Category 3: Full thickness skin loss

Full tissue loss. fat may be visible, but bone, tendon or muscie are not exposed. Slough may be present but does
not obscure the depth of tissue loss.

May include undermining and tunnelling. The depth of a Category 3 pressure uicer varies by anatomical location. The bridge of the nose,
ear, occiput and do not have tissue. and Category 3 ulcers can be shallow. In contrast. areas of significant
adiposity can develop extremely deep Category 3 pressure uicers. Bone/tendon is not visible or directly paipable.

e T o —
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Category 4: Full thickness tissue loss

Full thickness tissue loss with exposed bone. toodonormusde Slough or eschar may be present on
some parts of the wound bed. Often The depth of a Category 4
pressure uicer varies by anatomical location. Thebndgeoﬂhenoueuooapu‘ and malieolus do not

s

have subcutaneous tissue, and these uicers can be shallow. Category 4 ulcers can extend into muscle \ A
and/or supporting structures (eg fascia. tendon or joint making L3 o |
Exposed bone/tendon is visible or directly palpable | 8 l,

2 thes woUndt the Do i3 Clearty visble  Thes wound Shows exposed musch
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"‘ Full thickness tissue loss in which the base of the uicer is covered by siough (yellow,
tan, grey. green or brown) and/or eschar (tan, brown or black) in the wound bed.

A Until enough slough and/or eschar is removed to expose the base of the wound. the

The Secrofc cap on ANhouDh s levedy true depth, and therefore category, cannot be determined. Stabie (dry. adherent, intact
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Suspected deep tissue injury: depth unknown

Purple or area of intact skin or blood-filled blister due to damage of underlying
soft tissue from pressure and/or shear. The area may be preceded by tissue that is painful, firm, mushy,
boggy. warmer or cooler compared to adjacent tissue. Deep tissue injury may be difficult to detect in
individuals with dark skin tones. Evolution may include a thin blister over a dark wound bed. The wound may 5 o & oy St ;‘mur_m““_"'”d
further evolve and become covered by thin eschar. Evolution may be rapid, exposing additional layers of tste B D DAA B SN
tissue even with optimal treatment

These images have kindly been suppled by of the NHS pressure uicer group. has been given by the patents for them 1o be freely reproduced.
To cite this poster please uze: NHS uicer group (2019) Uscer C from peto /inns stopthepressure co wk

NHS England and NHS Improvement
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Pressure ulcer categorisation

Device-related pressure uicers (DRPU)
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Molisture-associated skin damage

This can occur dus 1o the presence of any type of mosture on the skin, Including incontinence, leakage from stoma, sakva, wound exudate and sweat

These mutiple
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Mucosal pressure uicers

Mucosal pressure uicers can not be categorised as the tissue does not
have the same layers as the skin and therefore does not conform to the
definitions. These PU are therefore uncateg ble (NOT geable)

They are usually caused by devices and therefore should be recorded as
PU (d), locally you may wish to denote them as “Mucosal” or

“Uncategorisable”
Thess images have kindly been supphed by of the NHS wicer o group F has been given by the pabents for them (0 be freely reproduced
To cite this poster please use: NHS Improvement Prossure (oor CoteQonsation group (2019) Pressure Ucer Categ from hitp imhs stopthepressre i

Publishing approvals reference 001103
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Appendix 4: Adult Pressure Ulcer Reporting Pathway
O
Adult Pressure Ulcer Reporting Pathway
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Appendix 5: Children’s Pressure Ulcer Reporting Pathway

Children’s Pressure Ulcer Reporting Pathway

Pressure ulcer identified
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Unstageable. sOTL
congider comprehensive
L w investigation
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Appendix 6: Adult Safeguarding decision tool DoH booklet
Adult safequarding decision tool DoH booklet.pdf
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! Or Affix Patient Label ' Job Title Signature
1 1

Secoring sheet Adult Safeguarding Decision Guide for individuals with severe pressure ulcers

] Risk Category Lewel of Concern Score Evidence examples Actusl  |Additional and
score supporting
given information

2 1 [Has the patient's skin deteriorated to Ves bl E.g. evidence of

leither grades 3/4/ ynsisgsahle or rd of blanchi redness or skin breaks
multiple grade 2 from healthy unbroken ?f&?;ﬁ;nchin;n g with mo evidence of
i=kin since the last opportunity to provision of
. - erythema I
assess’ visit FEFIDE-IIZIDI'IIHQ ar
grade 2 progressing to pressure relieving
grede or more devices provided
Mo 0
e.g. no previous skin
integrity issues or no
previous contact health
or social care services
22 |Risk category Level of concern Score Evidence example Actual Add't'{’".al and
) - score lsupporting
Has there been a recent change, Change in condition given information
i,e. within days or hours, in their / clinical ggmgb‘;"”g to skin 0
condition that could have contributed to g
skin damage? e.g. infection, pyrexia,
anemia, end of life care, critical illness
Mo change in condition |5
{that could contribute to
skin damage
3 |Was there a pressure ulcer risk Current risk assessment [0 State date of
assessment or reassessment with and care plan carried out assessment Risk tool
appropriate pressure ulcer care planin  |by a health care used
place and documented? In line with professional and
each groanisations policy and documentad appropriate .
guidance to patients needs Score / Risk level
Risk assessment carried 5 What elements of care
out and care plan in plan are in place
place documented but
not reviewed as person’s
needs have changed
Mo or incomplete risk What elements would
assessment andfor care 15 have been expecied to
plan carried out be in place but were
not
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Q 4 |(Is there a concern that the Pressure Mo / Mot applicable
Ulcer developed as a result of the
informal garer willfully ignoring or
preventing access to care or services
0
es 15
Q5 |[Is the level of damage fo skin Skin damage less 0
inconsistent with the patient’s risk severe than patient's risk
status for pressure ulcer assessment suggests is
development? proportional
e.g. low risk—Category/ grade 3 or 4
pressure ulcer
Skin damage more 10
severe than patient's risk
assessment suggests is
proportional
Risk category Level of concern Score Evidence examples ?g'::' |Additional and
i Answer {a) if your patient has capacity given sﬁppugrg
to consent to every element of the intormation
care plan.
Answer {b) if your patient has been
assessed as not having capacity to
consent to any of the care plan or some
capacity to consent to some but not the
entire care plan.
a Was the patient compliant with the FPatient has not 0
care plan having received information  [followed care plan
regarding the risks of non- and local non
compliance? concordance policies
& have been followad.
FPatient followed some 3
aspects of care plan but
nat all
Patient followed care ul
plan or not given
information to enable
em to make an
informed choice.
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Risk category Level of concern Score Evidence examples ;;gtrial \Additional and
) supporting
given information
b Was appropriate care undertaken in the [Documentation of 0

patient's best interests, following the care being
best interests’ checklist in the Mental undertaken in
Capacity Act Code of Practice? patient's best
(supported by documentation, e.qg. interests
capacity and best interest statements
and record of care delivered)

Mo documentation of
care being undertaken in
patient's best interests

ITOTAL SCORE

If the score is 15 or over, discuss with the local authority (safeguarding) as determined by local procedures and reflecting the
urgency of the situation. When the decision guide has been completed, even when there is no indication that a safeguarding
alert needs to be raised the tool should be stored in the patient’s notes.
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Appendix 7: JCC notification form

” Jersey Care
@ Commission

Notification of Incident Form

Regulation 21: Notification of incidents, accidents and other events.
Please complete the form below and email to: notifications@carecommission.je
within 2 working days of the incident.

Information about the Registered Care Service
Registered Provider: Registered Manager: Location of incident:

Information about the person(s) affected by the incident

Name: Address: Telephone:
Email:
Care receiver [ | Care/support [ | Volunteer [ Other []
worker (please state)

Information about the incident
Date of incident: Time of incident: Location of incident:

Description of the incident:

Were there any witnesses to the incident? If yes provide names and contact
details:

Was the person injured? If so describe the injury:

Was medical treatment provided? Please state where and who by:

Has any action been taken following incident: (if an investigation is taking place,
please state so and send report when complete)

Name and role of person submitting notification:

Signature: Date completed:
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Appendix 8: Learning Events Investigation SOP

investigations-sop-learning-events-final-9421.pdf (fnhc.org.je)
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Appendix 9: Debridement SOP in development
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Appendix 10: Multiple Risk Assessment form
e M
Multiple Risk Assessment Form e
MICKEY, Mouse (Mr)
01-Dec-2012
27532
Current Situation:
Sheet
Number:
) Description of risk Does patienticlient .
Numper | (oselandothers) | “understandine | \RERECSIENSC | IR TTGR® 0| Actiontobetaken
e
Multiple Risk Assessment Form e
) Description of risk Does patient/client )
Numper | (osefandoters) | undersndthe | SRREGERE! | WSRO Actonto e taken

SIgNELUTe OF ASSESSON: uveverrrseansssnrrsnsressmnsssmsssnsnsssnns

Date & TiMe: ....ccou i e e sar s s rasa s anmaa
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